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Abstract alone have been described as an at risk group by the
Objective-To test the hypothesis that elderly World Health Organisation,' and the most recent

people living alone are an at risk group with a high report on assessment of elderly people published by the
level of morbidity that makes high demands on Royal College of General Practitioners describes
health and social services. elderly people living alone as a group that could be
Design-Secondary analysis of data from a com- targeted for specific attention.3 Taylor and Ford

munity survey of 239 people aged 75 and over, identified elderly people living alone as an intermediate
identified from general practitioners' age-sex risk group, alongside the recently widowed, the poor,
registers. and those of unskilled manual worker background.4
Setting-Nine p4ractices in the London boroughs The numbers of elderly people living alone in an area

ofBrent and Islington. contribute to the underprivileged area (UPA (8)) index
Main outcome measures-Scores on the mini- Jarman score5), which measures perceived general

mental state examination; stated satisfaction with practitioner workload and which is also used to weight
life; assessment ofmobility; numbers ofdiagnoses of general practitioner remuneration.
major physical problems; numbers of prescribed We used data from a predominantly white working
drugs taken; urinary incontinence; alcohol con- class population of elderly people in North London to
sumption; contacts with general practitioners and test the hypothesis that elderly people living alone are
hospital outpatient and inpatient services; contact an at risk group.
with community health and social services.
Results-There were significantly more women Methods

among those living alone (93/120 (78%) v 63/119 Gethods
(53%); p< 00005) and the median age of elderly General practitioners in nine practices in the
people living alone was higher (81 v 80; p < 0*04). London boroughs of Brent and Islington agreed to
Those living alone and those living with others allow access to their age-sex registers, from which the
showed no significant differences in measures of names and addresses of all patients aged over 75 were
cognitive impairment, numbers of major physical extracted. These patients were asked by their general
diagnoses, impaired mobility, or use of general practitioner to take part in a study of the mental and
practitioner or hospital services. Stated satisfaction physical health of elderly people and their use of
with life was somewhat higher in those living alone. medical and social services. All of those who agreed to
Elderly people living alone were significantly more participate (1 160; response rate 90%) were interviewed
likely to have contact with chiropody, home help, by trained non-medical fieldworkers using standard
and meals on wheels services and less likely to have schedules. The general practices' medical records of all

Department ofPrimary someone they could contact in an emergency or at elderly patients participating were scrutinised by an
Health Care, University night. Living alone increased the likelihood of experienced nurse coordinating the fieldwork, and all
College and Middlesex contact with one or more community health profes- major diagnoses were recorded by using the ninth
School of Medicine, sionals (district nurses, health visitors, or chiropo- edition of the Intemational Classification of Diseases
London dists) considered as a group and also increased the (ICD-9). Since the purpose of the study was not
Steve Iliffe, senior clinical likelihood of contact with social services as a whole. primarily directed at the hypothesis examined in this
lecturer There was a tendency for more of those living alone report it is unlikely that any systematic bias in retrieving
Sharon See Tai, research than those living with others to have home visits from information from medical records was introduced. The
analyst their general practitioners, but there were no signifi- study was performed just before the imposition in 1990
Andrew Haines, professor cant differences in contact with hospital services of the new contract for general practitioners and is
Eva Goldenberg,fieldwork between the two groups. therefore free from the influence of annual assessments

coordinatoroftiaggru.Nnoftepatcsivldhd
Angela Booroff,fieldworker Conclusions-Elderly people living alone do not of this age group. None of the practices involved had
Paula'Morgan,fieldworker have an excess of morbidity compared with those introduced any form of systematic review of their

living with others and do not seem to be an at risk elderly populations before the study period.
Clinical Operational group requiring specifically targeted assessments. All participants had a brief interview that included
Research Unit, University More helpis neededto provide elderly people living the mini-mental state examination,6 and basic data
College London, London alone with a point ofcontact in case ofemergency. about the presence of carer, marital status, household
Stephen Gallivan, principal size, and occupation before retirement were collected.
researchfellow The mini-mental state examination has been exten-

Introduction sively validated, is acceptable to patients, and is judged

CorSespnencife,Dpato: n General practitioners are now obliged to offer to be an effective screening instrument for cognitive

of Primary Health Care, patients aged 75 and over annual domiciliary assess- impairment.'Those scoring below 20 were recorded as
Whittington Hospital, ments to review their health and social circumstances.' showing probable cognitive impairment and those
LondonN19 5NF. The idea that there are particular groups at risk scoring 20-24 as showing probable cognitive impair-

amongst elderly people is appealing in a time of scarce ment. Social class was derived from previous occupa-
BMJ1992;305:1001-4 resources and has face validity. Elderly people living tion according to the registrar general's classification.
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All participants were asked if they had a working Results
telephone, if any neighbour had their front door Data analysis was performed with the complete
key, whether they felt they could contact someone random sample and repeated leaving out those with
in an emergency, and whether they could get help at probable cognitive impairment (mini-mental state
night. examination score 0-19) and possible cognitive impair-
A random sample of one in five patients was selected ment (scores 20-24) to exclude potentially inaccurate

with random number tables from the whole popula- answers given by individuals with dementia. There
tion of people 75 and over registered with the nine were no differences in results between the whole
practices, and 241 individuals were given a fuller random sample and the random sample that excluded
interview. This included questions about the person's cognitively impaired patients, and so results for the
actual and potential support network; observation of whole random sample are given here. Differences
mobility inside and report of mobility outside the in totals for some analyses reflect incomplete data
home; details of recent contacts with medical services; collection.
a review of current prescribed drugs; details of current Table I shows the basic demographic features of
use of health and personal social services; and questions those living alone and those living with others. The
about urinary incontinence. Contact with general median age of those living alone was 81, significantly
practitioners was investigated by asking if the subject higher than the 80 year median age of those living with
had seen the general practitioner in the last three others (Mann-Whitney U test, p < 0 04). There was no
months, if the consultation had been at home or in the significant difference in the social class backgrounds of
surgery, and who had initiated the consultation. Con- the two populations.
tact with hospital services was studied by asking if the Those living alone were slightly less likely to have
subject had attended an outpatient clinic, or had been living children than those living with others (77 (64%)
an inpatient, in the previous year. Satisfaction with life v 90 (76%)) and also less likely to have living siblings
in general was assessed on a three point scale (1 =good, (74 (63%) v 88 (74%)). Telephones were present in the
2=fair, 3=poor). Information about alcohol consump- homes of 102 (85%) of those living alone and of 104
tion in the previous three months was assessed with a (87%) of those living with others. Front door keys were
modified version of an interview schedule, the health left with neighbours by 95 (79%) of those living alone
survey questionnaire, previously used in community and by 88 (74%) of those living with others. Thirty one
studies in the United Kingdom.8 (26%) of those living alone and seven (6%) of those

Results were coded and entered on an SAS database living with others felt that they had no one they could
and subsequently analysed with Minitab and SPSS- contact in an emergency (X2=17 84, p<0 001). The
PC. x2, Fisher exact, and Mann-Whitney U tests were perceived availability of help at night also differed
used where appropriate, and logistic regression significantly between the two groups, with 37 (31 %) of
analyses were used to examine the influence of living those living alone and 13 (11%) of those living with
alone on use of services and to calculate odds ratios and others reporting no source of night time assistance
odds ratios adjusted for age and sex according to (X2= 14 10, p <0001).
standard methods. The 95% confidence intervals for No significant differences were observed in the
percentage differences in values were calculated as prevalence of scores suggesting cognitive impairment
(pl-p2)±1 96xSEP,P12.'5 Interviews were not com- between the two groups (table II). The rise in the
pleted with two individuals, so results are presented for prevalence of cognitive impairment with age in this
239 subjects. population has been documented elsewhere, as has the

lack of significant difference in the sex distribution of
TABLE i-Demographic characteristics ofelderlv people living alonte or wvith others cognitive impairment." No significant differences

were found between those living alone and not alone in
No (%) living No (%O) living with ° / Difference the numbers of major physical diagnoses, the numbers
alone (n= 120) others (n= 1 19) (95"', confidence interval) p Value* .of prescribed drugs taken, the prevalence of impaired

Sex: mobility, and the prevalence of incontinence.
Mien 27 (23) 56 (47) -245 (-36 2 to -12 9) < 0 0005 Analysis of these data for men and women separately
Women 93 (78) 63 (53) 245 (129 to 36.2) showed no significant differences within the sexes

Age:
75-79 44 (37) 59 (50) -12.9 (-25 4 to -0 5) <005 between those living alone and not alone, for any of the

Civil 76(63) 60(50) 129(05tu254) preceding factors. Women living alone were signifi-
Widowed 90 (75) 33 (28) 47.3 (0 5 to 16 3) <0.00001 cantly more likelv to take several medicines than were
Married 74(63) -62-2 (-70 9 to -53 5) men living alone (37/92 (40%) v 3/27 (1 10%), X = 1 1 * 18,
Divorcedorseparated 18(15) 8(7) 83 (368 to59-0) p<0001), but there was no significant difference in

numbers of drugs used between the men and women
x Test. living with others. Urinary incontinence was signifi-

tData not recorded for one individual living alone. cantly more common among women than men in the

TABLEnI-Health indicators anong elderl/ people group living with others (13/59 (22%) v 4/55 (7%),
x2=4 88, p<0 05), but there was no significant dif-

No (i)%o) living No ("/,) living with °/, Difference ference in the prevalence of incontinence between men
alone (n= 120) others (n= 1 19) (95%*/. confidence interval) and women living alone, or between all those living

alone and those not living alone, and adjustment for
Cognitive impairment score:
0-19 (cognitively impaired) 4 (3) 8 (7) - 3 5 (-91 to 2 1) both age and sex with logistic regression analysis did
20-24 (possiblyimpaired) 9 (8) 15 (13) -53 (- 13 to 24) not alter this. The unadjusted odds ratio for those

21(9499- t1 living alone was 1-7 (95% confidence interval 0 9 to
Fullymobile 60(50) 67 (56) -7 3(-19 9toS54) 3*4; p>0.l) after adjustment for age and sex the odds
Slightly impaired 28 (23) 26 (22) 1 1 (-9 6 to 11 8) ratio was 1-4 (0 7 to 2-9; p>03)
Moderatelyimpaired 31 (26) 22 (18) 7 0 (-3 5 to 17 6)W V,p
Bed or wheelchairbhound 1(1) 2(2) -09 (-37 to 20) Satisfaction with life in general was significantly

No of major diagnoses:
None 28(24) 20(17) 67 (-3*5to 170) greater among those living alone than among those
1-2 73(61) 87 (73) -118 (-237 to -003) living with others. Forty four of those living alone

¢3 ~~~~~~17(14) 11(9) 5 1(-31 to 13 3) (370/n) compared with 28 of those living with others
No prescribed drugs:
None 34(28) 45(38) -99(-219 to 21) (240/) described their level of satisfaction as good
1-3 65 (54) 54 (45) 8-4(-4 2to212) (x2=4-54, p<0-05). No member of either group des-

Unnarincontintnct20(17) 18(15) 14 (-80 to 185) cribed their level of satisfaction as poor. ReportedUrinar~c incntinence27(3) 17(14) 84(-17 to 185) alcohol consumption did not vary significantly between
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TABLo 1ti-USe of mcdi'cal and community services by! elder/y peop/e worker contacts, and day centre or luncheon club
attendance as "social services" showed that those

No (` Voliving No ("'o) living with e` Difference living alone had *a significantly greater likelihood of
alone (n= 120) others (n= 1 19) (95(,, confidence interval) receiving social services, even after sex and age were

Individuial services:adutdfr
General practitioner contact:

Surgervy* 58 (48-3) 54 (45-4) 2.9 (- 9'7 to 1 5-6)
Home* 22 (18-3) 11 (9-2) 9.1 (0-4to 118) Discussion

Outpatient attendance 61 (5517) 63 (54-8) -3.1 (15'9to 9'7)
Hospital admission 31 (26-1) 25 (21-9) 4 21 (68 to 15 1) The proportion of elderly people living alone in this
Communits' health ser-vices:

sre shge hntentoa iueo 0,12nChiropody 48 (40-3) 32 (27-6) 12.7 (0-8 to 24-7) suvyihihrta tentoalfgeof4/,2 o
Day hospital 1 (0-9 -0.9 (-2-5 to 0-8) doubt because the population studied lived in inner
HealIth visitor 9 (7-6) 3 (2-6) 5.0 (-0.6 to 10'5) ctars.Sicthelrypoleivnaoeinhs
District nurse 18 (15-1) 10 (8-6) 6.5 (- 1.7 to 14-7) ct ra.SneLl

Social services: study were significantly older, with a higher propor-
Social worker 10 (8-4) 6 (5-2) 3-2 (-3-2 to 9-6) tion of women, than those living with others, they
Davycentre 3 (2-5) 2-5 (0.3 to 53)
Homehelp 46 (38-7) 17 (14-7) 240 (131 to 34-9) would be expected to have somewhat higher levels of
Meals on wheels 16 (13'5) 6 (5-2) 8.3 (0-9 to 15-6) morbidity and use of services. However, elderly peopleLuncheon clufi11 (9'2j6 (52) 40 26 to 106) living alone showed no significant characteristics that

Aggregated services:
Total general practitioner suggest that they are a group strongly at risk. Although

contact 81 (68'6) 66 (57-9) 10.7 (.l'to 23'l) we cannot show that elderly people living alone are
Community health services 59 (49-6) 38 (32'8) 16'S (4-4 to 29'2)
Social services S1 (42'9) 26 (22-4) . 20.5 (8-8 to 32-1) healthier than those living with others, as Power did,"

we found that use of general practitioner and hospital
*Percentages are of all those livitig alone or not alone, not just of those wsho reported a consultation with their general srie a o infcnl ifrnewe h w

practitioner in the previous three months. populations, and we could find n'o difference in the
TABL IvOddsraros fr ue o serice amog ederv peplelivig aonenumbers of important medical problems, the numbers

_______________________________________________________________________________ of prescribed drugs used, and the extent of impaired
Unadjusted odds ratio Adjusted odds ratio* mobility. Although the questions used on quality of life

(955/ confidence interval) p 'Value (95 eo confidence interval) p 'Value were very simple, the answers given by those living

Individual services: ~~~~~~~~~~alonedid not suggest that they perceive themselves as
General practioner's home visitstl 1-9 (0'S to 4-2) 0-2 '7 (O.-to 3-9) -03 wos ff than those living with others.
Outpatient visit 0-9 (0'S to 1'S) < 07 0.9 (0'S to 1'S) <0-6 Elderly people living alone did have significantly
Inpatientecare 1-3 (0'7 to 2'3) < 0'S 1'4 (0'7 to26) < 0'4

Chiropody 18 (1 to 31) .005 1 (lOla 31) 007 greater contact with some community ser-vices, al-
Home help 3-7 (1-9 to 6'9) '0-0002 3-2 (1-6 to 6-2) <-00007 though adjustment for age and sex weakened this. The
Meals on wheels 2'8 (I11 to 7'6) '0-04 2-6 (0-9 to 7-4) '00 higher levels of support given by community health

Aggregated services:
Total general practitioe cnat 16(0to27 01 1'(9to2) 02 and social services to those living alone, together with
Communitv health services 2.0 (1-2 to 3.1) 0-01 1.9 (1 1 to 3-3) <0-03 the lack of evidence of increased morbidity within this

Social___se_ces __2_6________ to_4__6__ 0_002__2_3___1_3_to__4_2__ <__0_007 group, suggests that services are standing in for family
*Adjusted for age and sex. support or care by neighbours rather than responding
tHome visits versus surgery contact. to specific physical needs, a finding consistent with

the populations, with 36 regular drinkers (300/) among other studies."-4'
those living alone and 40 drinkers (340/s) among those
living with others. GENERAL, PRACTITIONER WOR-KLOAD

Those living alone were not significantly more likely Although initial organisation of such care and
to have had contact with their general practitioner in subsequent liaison with health and community care
the previous three months or to have been hospital workers may increase general practitioner workload,
outpatients or inpatients in the previous year. Those these data do not provide strong evidence that general
living alone tended to be more likely to have home practitioners have substantially greater overall work-
visits from their general practitioners (p >0-05). The load as a consequence of caring for elderly people living
proportions of consultations initiated by general prac- alone rather than for those living with others. The
titioners in the two groups were not significantly trend for elderly people living alone to have more
different. Seventeen of those living alone (21 o/) contacts with their general practitioners was not
reported that their doctor had initiated consultations in statistically significant. Although a type II error is
the previous three months, compared with 1 1 of those possible, the sample size in this study gives a greater
living with others (1 7%/). There was a significant than 80%/ power of picking up a difference of 50%/ and
difference in the range of services received by those 70%/ at 5% probability in the proportions of each group
living alone compared with those living with others consulting their general practitioners within a three
(tables III and IV). month period (that is, an odds ratio of 2-33).

Logistic regression analysis, using contact with Our study suggests that in most respects patterns of
different services as the dependent variable, was used morbidity and the use of primary care services by
to explore the relation between service use and lone elderly people living alone are similar to those of
status. Odds ratios, unadjusted and adjusted for age elderly people living with others. There are some
and sex, are shown in table IV. differences in that elderly people living alone seem to

Logistic regression analyses were not performed require more home visits and make more use of
separately for contacts with health visitors, district community services. Both of these factors will add to
nurses, social workers, day centres, and hospitals and general practitioners' workload, although this is diffi-
luncheon clubs because of the small numbers of p)eop)le cuilt to qua9ntify. This, studyi population is equiivalent to



be questionable. A larger study, specifically designed
to test the hypothesis that elderly people living alone
make greater use of general practitioner services,
would be needed to confirm or refute our view.

DEPRIVATION INDEX

The proportion of elderly people living alone is one
of the eight factors in the deprivation index used to
weight general practitioners' remuneration.' When
general practitioners in the study from which the
deprivation index was derived were asked to rank the
factors they perceived as increasing their workload on a
range from 0 to 9, elderly people living alone received
the highest weighting: 6 62.' The magnitude of this
weighting is not consistent with our findings, even
allowing for the possibility that in some practices
elderly people living alone would make a measurable
difference to workload. The inability of general prac-
titioners to know whether elderly people living alone
consult disproportionately to their numbers on the list
has been commented on before."8

In the original study of general practitioners' percep-
tions of factors affecting their workload, elderly people
were defined as those aged 65 and over; we have
studied only those aged 75 and over. This is unlikely to
alter our conclusions, however, since the 65-74 age
group has a lower consultation rate than the group aged
75 and over and a lower prevalence of acute and chronic
health problems."8

A VUILNERABLE GROUP?

The belief that elderly people living alone are
particularly vulnerable or needy may have a historic
basis20 that has been superseded by improvements in
health, in living standards, and in the development of
community services, even in a relatively deprived
population such as the one we have studied. For
example, earlier studies had shown that elderly people
living alone were less likely to have access to a
telephone and to be less able to obtain help in an
emergency.' In our study about 15% of subjects had
no working telephone, and about one in five did not
have neighbours who could gain access to their homes
if needed. This may mean that some people are still
potentially isolated at times of need, but the proportion
of the population in this situation is much less than the
two thirds of elderly people living alone without
telephones noted by Hunt in 1978.2' Nevertheless, one
quarter of those living alone perceived themselves as
being without someone whom they could contact in an
emergency, and nearly a third felt that they could not
get help at night, suggesting the need for help to
provide a point of contact for elderly people in case of
emergency.

Being alone may be mistaken for being isolated or be
associated with being lonely, even though there is
ample evidence that isolation and loneliness can occur
within families and that elderly people living alone can
have extensive social networks.22 Altematively, the
belief in the particular vulnerability of elderly people
living alone may be a variant of the view that elderly
people are a problem, and that those needing outside
support in times of illness are a particular problem.
Such views are typical of the professional paradigm of
old age, in which contact with elderly people at risk and
in great need biases professionals' perceptions of the
whole elderly population, which becomes stereotyped
as frail and actually or potentially dependent.23

IMPLICATIONS FOR SOCIAL POLICY

The increasing number of elderly people living alone
can be seen as an advance for social policy, in that more

are retaining their independence for longer.22 As
Taylor and Ford point out, although at risk groups
may contain a higher proportion of people with
problems, there are still more "cases" outside the at
risk group than in it, and at risk groups make a poor
basis for a screening programme among the elderly.24
On the basis of our findings, identification of elderly
people living alone as an at risk group worthy of
focused attention as suggested both in a publication of
the World Health Organisation2 and in a recent paper
published by the Royal College of General Practi-
tioners,3 seems unjustified. Similarly, weighting
general practitioner remuneration according to a
formula that includes the numbers of elderly people
living alone in the local population5 may not be
appropriate and would require more rigorous testing
than it has had if the proportion of elderly people living
alone is to be incorporated into a second generation
"workload" index. However, financial weighting for
the elderly alone seems to be justified for local
authority social services and perhaps for selected
community health services.

Professor Anthony Mann and Enid Levin assisted us with
interviewer training and advised on appropriate screening
instruments. The research was funded by the Mental Health
Foundation, and SI was funded by a Royal College of General
Practitioners research fellowship. We are grateful for the help
given by doctors and staff in practices that participated in this
study. Staff at the Rayne Institute-computer unit contributed
to the data analysis, and Aliya Osman and Sheila Foreman
assisted with data collection.
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